The assessment and clinical implications of childhood hallucinations
Clinically when a child presents with hallucinatory-like experiences, the first step is to clarify whether these are perceptual illusions or misrepresentations of sensory inputs, whether they are thoughts or perceptions, whether related to imaginary friends -usually under the child's control -or linked to sleep, fever or other lowered awareness states. This is not always straightforward: in younger children and in those with intellectual disability it may require careful questioning from clinicians experienced in both interviewing children and diagnosing psychotic states. Differentiating hallucinations from dreams is especially difficult in children under 7 years of age because of cognitive developmental immaturity. Simple hallucinations such as occasionally hearing one's own name called, or fleetingly seeing shadows out of the corner of one's eye, will not be regarded as clinically significant. Hallucinations or other psychotic-type symptoms acquire clinical significance when complex, persistent and distressing, and may lead to emergency psychiatric referrals. 1 This depth of phenomenological enquiry is usually lacking in the current research on childhood psychotic-like symptoms, raising the issue of its significance for child psychiatric practice. The research has been conducted on predominantly non-clinical epidemiological samples, often based on answers from children of different ages to simple questions such as 'have you ever heard voices or sounds that no one else can hear?', which may identify all sorts of perceptual phenomena ranging from the trivial to the clinical significant. Illusions or simple hallucinations may be expected to be more commonly represented in a general population, whereas in clinical psychiatric samples more complex phenomena are described. 2, 3 This makes research findings difficult to translate into clinical practice.
In the presence of confirmed distressing complex hallucinations, the clinician will aim to clarify whether they are a by-product of brain abnormalities in the context of high fever, migraine, epilepsy, drug toxicity, illicit substance misuse or other examples of brain or sleep dysfunction that alter the level of consciousness, or whether they are part of an established psychiatric disorder. Epidemiological studies have rarely attempted to assess these issues or to understand the symptoms in the context of coexisting psychiatric or medical disorders, limiting their significance for clinical work Psychotic-like symptoms in children as precursors of adult psychotic states Given the fact that most children with schizophrenic spectrum disorders experience hallucinations and that the symptoms are far less commonly part of the clinical presentation in other psychiatric disorders, a primary task for the psychiatrist is to ascertain whether complex hallucinations are an expression of a schizophrenic or related illness. Nevertheless, because schizophrenia is so rare in childhood, children presenting with hallucinations will commonly have other psychiatric disorders. Childhood hallucinations in the absence of other psychotic symptoms can be linked to a range of common psychiatric disorders; 1 they can also be part of more complex clinical pictures such as emerging schizotypal disorders.
The existing evidence from clinical samples indicates that hallucinations in isolation do not appear to increase the risk for adult schizophrenia in children with psychiatric disorders. 1, 2 How is this to be reconciled with findings that schoolchildren in the general population who respond positively to questions screening for hallucinations and delusional thoughts are reported
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to have an increased risk for schizophreniform diagnoses as young adults? 4 The initial interest raised by this research, which was based on a small number of individuals with psychotic symptoms, has subsequently been tempered by the realisation that the positive predictive value of psychotic-like symptoms for adult psychoses -whether from self-rated questionnaires or from more discriminating research interviews -is low 5, 6 and therefore of limited use for psychosis prevention.
Even in children with the more troublesome psychotic symptoms -some of whom might qualify for one of the 'at risk mental states' categories -one-fifth have been reported as developing psychotic-like disorders as young adults. There are moreover differences in prevalence and age trends: whereas psychotic symptoms are more common in children than in adolescents, 5 the prevalence of psychoses rises steeply in adolescence. In line with these observations, the National Institute for Health and Care Excellence guideline Psychosis and Schizophrenia in Children and Young People in the section on 'possible psychosis' places the treatment of transient or attenuated psychotic symptoms within the context of a range of psychiatric conditions and advises against antipsychotic treatment with the aim of decreasing the risk of psychosis. 7 It is possible that the predictive value from general population studies will be accounted for by the small number of children with psychotic symptoms where more complex hallucinations coexist with the neurocognitive and social deficits, behavioural and mood dysregulation known to be linked to an increased risk for schizophrenia. 8 Future epidemiological research on precursors of adult schizophrenia might therefore profitably focus on children with multiple deficits rather than solely on the presence of broadly defined positive psychotic symptoms such as hallucinations. Similarly for the practising child psychiatrist, ongoing monitoring and mental health promotion might be more especially focused on children with the more complex symptoms and multiple deficits.
Hallucinations in children with non-psychotic psychiatric disorders: dissociation, stress and mood changes
Epidemiological work has highlighted associations of psychoticlike symptoms with bullying and suicidality, and this has potential relevance for clinical work. However, this work has either failed to or only rarely controlled for the confounding effects of underlying neurodevelopmental and/or social anomalies and psychopathology. Although general links with psychiatric disorders and their severity have been reported, 9 more specific associations of hallucinations were suggested by early clinical studies comparing children and young people with non-psychotic psychiatric disorders, with and without hallucinations, where the groups were matched on both disorder type and severity (measured by in-patient status). This identified in children with hallucinations an enhanced and enduring dissociative tendency (as shown by derealisation and dissociative episodes which, like the hallucinations, tended to persist into adulthood) in addition to an excess of neurodevelopmental deficits (such as lower intellectual and reading ability, verbal/performance intellectual discrepancies), of illness precipitant stressors and mood changes. 2 It seems possible that, in combination, this set of dissociative and neurocognitive vulnerabilities together with trauma/stressrelated mood changes impair the ability to maintain adequate arousal and vigilance levels, increasing the risk of hallucinations arising into consciousness. Associations of persistent voice hearing and psychotic symptoms with both emotional triggers and dissociative experiences have been confirmed subsequently, as have links between psychotic experiences, low intellectual function and affective dysregulation in adolescents. 9, 10 This would appear to indicate that further exploration of the determinants of dissociative states and of the perceptual correlates of mood changes could be enlightening for the understanding of childhood hallucinations.
In non-clinical settings childhood hallucinations do not for the most part cause substantial suffering or problem behaviours 11 and epidemiological studies report high rates of symptom discontinuation, 9 making treatment often unnecessary. The findings from clinical samples, borne out by clinical reports, suggest that reducing stress -which among other stressors may include bullying -the treatment of concurrent depression and anxiety and of post-traumatic stress disorders will improve psychotic symptoms, as will discontinuation of illicit drug use. Accordingly, although hallucinations may become a central clinical concern and require treatment in their own right, 1 more commonly they can take backstage in the management of the primary presenting psychiatric and social difficulties, and of any coexisting suicidal ideation and behaviours.
Hallucinations deserve particular attention and monitoring in clinical practice when complex (i.e. containing a narrative, multiple voices, mutisensory), distressing and impairing, when they are linked to physical illness and to active psychopathology and suicidality. They may also be pointers to the presence of possibly unacknowledged cognitive vulnerabilities and traumas in children's lives.
Conclusion
The recent epidemiological research interest in child psychotic-like symptoms appears to have limited implications for the understanding and management of hallucinations in clinical child psychiatric practice. It is suggested that the study of precursors of psychotic states will be better served by sampling children with complex hallucinations and additional neurocognitive and psychosocial risks, and that a better understanding of the determinants of dissociative states and of the perceptual correlates of mood changes may help to inform the clinical management of children with 'psychotic-like' symptoms. 
